Injuries of the Rectum resulting from the War. By P. LOCKHART MUMMERY, F.R.C.S. SINCE the beginning of the present War I have seen, in the military hospitals, a number of cases of injury to the rectum and anus from bullet and shell wounds, and I think my experience of such cases may be of interest, especially when it is compared with that of surgeons attending these cases at the Front, for I have naturally seen the patients at a very different stage, and when the indications as regards treatment were quite different. Surgeons at the Front see the cases when the wounds are recent, and when the primary consideration is to save life and control successfully the almost inevitable sepsis. Colonel Cuthbert Wallace's paper is a most valuable contribution to our knowledge from this point of view, and although my experience is not so interesting or valuable as his, it has this advantage: that the cases I have seen were, for the most part, the resiilts of such wounds as he has described. At the time when I saw these wounds it was not so much a question of saving life or controlling sepsis as of dealing with the deformity produced by the healing or part healing of the wounds.
A .fact that strikes one particularly in reference to these wounds is that the results are in many cases very crippling. The size of the wounds (particularly where some portion of the bony pelvis has been struck), coupled with the fact that almost without exception the wounds have suppurated violently, results in fearful cicatrization which causes serious stricture and contraction of the parts, more particularly if the anus is involved. One patient whom I was asked to see had been shot through the buttocks and anal canal. The resulting contraction had so closed up the orifice in dense fibrous tissue that colotomy had to be performed. I think that in cases such as this, where serious contraction of the orifice has occurred, the best treatment is a temporary colotomy, followed by an attempt to resect the fibrous tissue and restore some kind of a functional anus at a later date. When the anus is completely destroyed a permanent colotomy probably gives a better functional result than a perineal anus.
One very interesting case which came under my care was that of a soldier who was hit by one of our own shells during an advance. The rectum had been torn open from the anus backwards for about 4 in. When I saw him the wound was healed, but there was a large opening about 3 in. long into the rectum and including the anusthat is to say, the anus formed the extreme front end of the opening. The mucous membrane was, of course, adherent to the skin. The patient had no control, and had been pensioned out of the Army after two unsuccessful attempts had been made to close the opening. I persuaded him to let me make another attempt. First I dissected off the mucous membrane freely for 3 in. all round the wound, together with a fair thickness of tissue. I then sewed up the mucosa with catgut and brought the posterior ends of the sphincter together. Finally, I made two flaps of skin by incisions passing backwards and outwards at an angle of 450 from the central line, and starting at the posterior end of the opening. The flaps so formed were freely undercut till they easily met without tension, and were sewn together in the mid-line. A small drain was put in posteriorly, and another into the rectum through the restored anus. The wound healed well, and the patient left hospital with perfect control about a month after the operation. The secret of a good result in such cases is, I believe, to separate the skin and mucous membrane as much as possible by placing as much tissue between them as can be managed, and to avoid all tension.
No attempt should be made to close wounds of the rectum while there is sepsis. One should wait until healing has occurred before doing any operation to close the opening. I believe, however, that all such openings into the rectum can be closed successfully if sufficient care be taken, always providing that enough of the anal musculature has been left to secure a functional result.
Many bullet wounds of the rectum heal perfectly without causing any serious disability of the rectum, and I have seen cases where a bullet has traversed the rectum from side to side, leaving nothing but a scar which could be felt in the rectal wall. Unfortunately in most cases of this description serious injury to the bladder or other structures in the pelvis has occurred, or sepsis in the surrounding tissues with frequent abscesses gives trouble for months after the rectal wound has healed. I had one case, however, in which the bladder and rectum were shot through from before backwards without any serious results to either organ, and without any extsvasation. The' bullet had emerged close to the right sciatic nerve, and the patient's only trouble was from bad sciatica owing to concussion of this nerve.
I have seen several cases of bullets lodged in the sacrum, and so far they do not seem to have caused any serious trouble. I have always advised against any attempt to reinove them. In one case a shrapnel bullet had perforated the sacrum from behind and lodged just behind the rectum without damaging it. With a finger in the rectum one could quite easily feel the bullet, half buried in the anterior surface of the sacrum.
I was recently asked to see two cases of bleeding from the rectum in men returned sick from the Front, and I think they are worth mentioning. In the first case the history was as follows: The man while at the Front had accidentally fallen into a trench and upon a haversack lying at the bottom, which struck him in the left iliac fossa. He was rather shaken by the fall but soon felt all right. About an hour later, however, he suddenly had a desire to have his bowels opened, and passed a large quantity of blood. After this he passed blood on several occasions and was ultimately invalided home. When I saw him he appeared to be in good health, except that he occasionally passed blood, the last time he did this being about ten days before I saw him. I examined him under an anesthetic and passed a sigmoidoscope. Nothing whatever could be seen. One could only conclude that there had been some injury to the mucous membrane of the sigmoid from the fall, which had since healed up. In the other case the patient had been invalided back from the trenches on account of bleeding piles. He had been in hospital some two or three weeks and had several times been examined without piles having been discovered, or anything else to account for the bleeding. The haemorrhage occurred several times a week when he went to stool. It was never much in quantity, and he seemed to be quite normal in other respects. The most careful examination failed to reveal any internal piles, and it was ultimately discovered that the patient was deliberately injuring himself, apparently with his finger-nail, in order to remain on the sick list.
